INTRODUCTION
Manson et al. were the first that have been to reveal a relationship between obesity and operative complications. However, in a few studies, relation between OPCAB complication and obesity was examined (1) . On the other hand, most available studies related to on pump CABG could not be omitted on the outcome. In the OPCAB, the effect of cardiopulmonary bypass has been removed from postoperative outcomes so that the results are much reliable than on pump cases (1) . Nutritional status can be evaluated using BMI and is calculated using the following formula (2): BMI= weight (in kilograms)/height (in meters) 2 . Engelman et al. showed increased morbidity and mortality in patients with low BMI following cardiac surgery (2) . On the other hand, being overweight or obese is commonly thought to be a risk factor for post CABG complications. There are many controversies about the effect of BMI on postoperative cardiac complications. Reeves et al. found no significant correlation between obesity and mortality following cardiac surgery (3) . However, a study by Simopoulos et al.revealed that a high BMI was associated with postoperative superficial, deep sternal wound infection and postoperative mortality (4) . In this study, we sought to identify if a patient's BMI could be a predictor of risk of postoperative complications in off-pump CABG. 2 )(5-8). Data relating to emergency operations, left ventricular ejection fraction (EF), opium use, smoking, chronic obstructive pulmonary disease (COPD), hypertension (defined as diastolic blood pressure > 90 mmHg or use of anti-hypertension medication), preoperative renal failure (PORF, serum creatinine > 1.5 mg/dL) (5), diabetes, the number of previous grafts, left main disease (LMD), peripheral vascular disease (PVD) and hypercholesterolemia were also recorded. Postoperative respiratory variables included fever (a temperature > 37.5 o C), cough, bronchodilator use, smoking, opium use, mean expiratory pressure (MEP ≤ 75%), force vital capacity (FVC ≤ 75) and forced expiratory volume in first second (FEV1 ≤ 75%). Other postoperative variables included postoperative respiratory infection (PORI), postoperative inotropic drug use (POIDU), postoperative bleeding (POB) volume of transfusion, volume of drainage, intra-aortic balloon pump (IABP) use, reintubation, atrial fibrillation (AF), postoperative myocardial infarction (POMI), postoperative stroke, (POS) ventilation time, ICU stay time and dehiscence. The anesthesia protocol included a combination of fentanyl and pancuronium bromide supplemented with isoflurane to permit early extubation. Arterial and central venous lines were the standard. OPCAB was performed through a sternotomy incision. Intravenous heparin (1 mg/kg) was given to maintain activated clotting time (ACT) between 200 and 300 seconds. The target coronary artery was occluded proximal and distal sides to the proposed arteriotomy site by widely placing double-looped 5-0 Viline sutures or bulldog. These sutures were snuggled, and arteriotomy was made. Distal coronary anastomosis was performed using a running 7-0 monofilament prolene suture. Proximal anastomosis to aorta was made with a punch aortotomy after applying a side clamp to the ascending aorta. Visualization of the anastomosis was enhanced with the use of a humidified carbon dioxide blower. Following surgery, the patient was admitted to the ICU. Statistical analysis: Statistical analysis was performed using SPSS version 11.5 (SPSS Inc, Chicago, US). Continuous variables are presented as a mean ± standard deviation (SD). Comparisons between the four BMI groups with continuous variables were performed using one-way analysis of variance (ANOVA), and significant relation between specific groups was defined by post hockey analysis. Chi-squared and t-test analyses were used to compare categorical and continuous variables between the BMI groups. Logistic regression was used to examine the effect of BMI (as an independent factor) and other dependent variables on each significant categorical outcome (i.e. AF, stroke, mortality, IABP) while adjusting for significant risk factors. Linear regression was used for comparison of the continuous outcome variables. BMI was included in this procedure as a quadratic term. Due to the small number of patients, the level of significance was set at p = 0.05.
MATERIALS AND METHODS

Between
RESULTS
The preoperative characteristics and demographics of patients are shown in Table 1 . Intraoperative and postoperative patients characteristics are listed in Table 2 . The low BMI group (mean = 17 ± 0.5 kg/m 2 ) contained 2.1% (n = 24) of the patients. The healthy weight BMI group (mean BMI = 22.4 ± 1.4 kg/m 2 ) included 57.8% (n = 648) of the patients. The overweight/high BMI accounted for 11.4% (n = 128) of patients and had mean BMIs of 27.5 ± 1.5 kg/m 2 , and obese/very high BMI groups accounted for 28.6% (n = 320) of patients and had mean BMIs of 33 ± 2.7 kg/m 2 . Postoperative complications and operative mortality are shown in Table 2 . 
DISCUSSION
Despite considerable debate about the efficacy of OPCAB, our knowledge about the effect of BMI is limited (6) (7) (8) (9) . The results of our study demonstrated a major effect of BMI on some in-hospital outcomes such as intubation time, reintubation time, ICU stay time, ARF, re-exploration for postoperative bleeding, COPD, fever, atelectasis and mortality in OPCAB method. Postoperative complications such as AF, IABP use and stroke seem not to be affected by BMI in off-pump coronary artery bypass grafting of patients. Moreover, a tendency for increased 30-day mortality in favor of OPCAB patients could be observed with decreasing BMI. In a study by Keeling et al., a higher mortality rate in patients with low BMI following OPCAB surgery was found, which was similar with our results (9). Bhamidipati et al. and Prapas et al. evaluated the effect of BMI on morbidity and mortality rates in patients with OPCAB surgery and found no significant relation between BMI and these factors (10,11). Engelman et al. (2) showed that low BMI was an important predictor of poor outcomes, while being overweight or obese did not predict an increase in the rate of mortality, which was supported by another study (12, 13) . The issue of high BMI and its impact on early morbidity and mortality after OPCAB surgery remains a controversial issue. The term 'obesity paradox' explains a protective role of high BMI in patients with coronary artery disease, because of better early and long-term outcomes compared to patients with a low BMI (14-15). However, our findings revealed a statistically significant inclination for increased inhospital mortality with decreasing BMI values (15) . Our study revealed that BMI had no impact on postoperative AF. However, AF was associated with older age, reintubation, transfusion volume and opium addiction. Both the underweight and obese patient groups were associated with high rates of IABP insertion. There is a logical explanation for this event, since having a low or high BMI may be associated with high incidence of reintubation, which then indirectly may be associated with increased use of IABP. Reintubation may be associated with hemodynamic instability and increased a need for IABP usage. Schwann et al. revealed that IABP insertion had a statistically significant relationship BMI and post CABG clinical outcomes when compared to the normal weight BMI group (16) . They attributed this result to a bias caused by the low number of operated patients in this group. Uni-varable and multivariable logistic regression analyses revealed no relationship between BMI group and postoperative stroke. However, hypertension, LMD and intubation time were significantly related to postoperative stroke (17) . Linear regression analysis revealed that the low BMI group was significantly associated with prolonged intubation time.
In our study, patients who required prolonged intubation time tended to be older and had a lower postoperative PO 2 . In similar studies, older age and postoperative atelectasis were associated with prolonged intubation. Respiratory muscle weakness and its consequent complications such as pulmonary infection were believed to cause this prolonged intubation time. No other authors have challenged this relationship (24) . Re-exploration for bleeding was different between BMI groups, and its incidence was higher in those patients who were in the under and overweight groups. The higher postoperative bleeding rate in the underweight group is explained by malnutrition and its coagulation deficiency consequences. The increased bleeding in the overweight group could be explained by missing of the small artery bleeding site in the harvested fatty left internal mammary artery (LIMA). In another study, reexploration for postoperative bleeding was common in the obese group (19, 20) .
We found that the normal weight group had the longest ICU stay time. However, a study by Kuczmarski et al. did not support our finding (21) . This finding was not explained by any specific factor such as respiratory muscle dysfunction, which was found in the under and overweight BMI groups. We attributed this finding to the increased number of cases in this group, which was an important limitation of our study. In a similar study, increased stay time was associated with the obese BMI group. The authors found that increased postoperative respiratory complication in this group was related to the prolonged stay time. A higher BMI is typically associated with a reduction in forced expiratory volume in one second (FEV 1 ), forced vital capacity (FVC), total lung and functional residual capacity and expiratory reserve volume, as in our study (22) . However, there was a conflict in result of our study, which was explained by the patients exposure to biomass and others natural fuels.
The prevalence of COPD was greatest in the obese group, but this group had the least prevalence of smoking. However, there was a history of exposure to non-cigarette smoking, such as biomass, wood, animal dung and bakeries. A history of COPD is usually missed in asymptomatic non-smokers patients with history of indoor biomass smoke inhalation. These nonsmokers with COPD have an abnormal respiratory parameter index (23) . Fever in the first 24 hours of postoperative period is related to atelectasis, which is more common in obese patients with high BMI. Postoperative care is more prominent in the high BMI group, especially in the obese group. This precise postoperative care reduces the incidence of atelectasis in this group, and other studies supported our result (24) . We believe that the higher incidence of renal failure in the normal weight group can be explained by a higher incidence of low ejection fraction in this group. A similar study reaffirmed our results and found that acute renal failure was related to low cardiac output syndrome in the postoperative period. However, ARF was more common in the underweight group in an another study; the authors explained that this association was the effect of some trace element deficiency in renal function in these malnourished patients (25) . Patients with renal failure tended to be older and had high preoperative serum creatinine level. Based on our results, the risk of mortality after OPCAB is increased in the low BMI group. A systematic review of cohort studies also found that the low BMI group was associated with the greatest risk for mortality after an on-pump CABG (26) . This similarity in mortality between the two CABG methods (on pump vs. off pump) in the low BMI group has different mechanisms. In the on-pump group, both respiratory muscle weakness and increased levels of the postoperative serum level of inflammatory cytokines caused subsequent lung dysfunction. In logistic regression analysis, the low BMI group was also associated with reintubation, and this may be explained by the occurrence of postoperative respiratory complication in these patients (27) . Despite the small number of patients in the fourth group, we noted that the ICU stay time in the obese patients was not significantly longer than other groups. However, stay time was prolonged in the normal weight group. In other studies, ICU stay was prolonged in the obesity group, and this was explained by increased postoperative respiratory complications (28) . Life-threatening postoperative morbidity was more likely in patients with COPD due to emphysema and respiratory failure. In our study, spirometry profile was mostly compromised in the obese group and the prevalence of COPD in this group was higher than in other groups. Furthermore, our study only included a limited number of patients in the low BMI and very high BMI groups, even though these two extremes seem to be a controversial issue in the medical literature.
In conclusion, the low BMI group was significantly associated with reintubation, prolonged intubation time and ICU stay time following OPCAB surgery. High BMI caused postoperative atelectasia and fever. Surgeons and anesthesiologists must be aware of these differences in order to be able to provide appropriate premedication, proper general anesthesia and adequate perioperative managements for patients with an abnormal physique.
